Chronic Pain in the United States {#S0001}
=================================

The Institute of Medicine report on Relieving Pain in America in 2011 declared that chronic pain is a biopsychosocial condition that often requires integrated, multimodal, and interdisciplinary treatment, all components of which should be evidence-based.[@CIT0001] The National Pain Strategy[@CIT0002] and the Federal Pain Research Strategy[@CIT0003] subsequently developed coordinated approaches aimed at reducing the burden of pain in the United States. These clinical and research efforts both must be informed by and responsive to the biopsychosocial mechanisms that produce and maintain chronic pain, thereby leading to the development of safe and effective pain treatments.[@CIT0002] The Centers for Disease Control and Prevention (CDC) issued guidelines in 2016 for prescribing opioids for chronic pain.[@CIT0004] These guidelines recommended non-pharmacological treatment as an initial preferred approach for chronic pain management. The American College of Physicians subsequently issued a clinical practice guideline in 2017 that similarly recommended nonpharmacological treatment, including spinal manipulation, as the initial approach to patients with chronic low back pain.[@CIT0005] Despite such efforts and guidance over the past decade, the CDC recently estimated that 50 million adults in the United States suffer from chronic pain, including 20 million with high-impact chronic pain that interferes with work or life most days or every day.[@CIT0006] This narrative review provides current perspectives on the osteopathic approach to the management of chronic pain in the United States, including evidence for the efficacy of osteopathic manipulative treatment (OMT) based on systematic searches of the biomedical literature and the ClinicalTrials.gov database.

Historical Overview of Osteopathic Medicine {#S0002}
===========================================

Osteopathy was founded in the United States in 1874 by Andrew Taylor Still, a frontier doctor in the Midwest. Still embraced two major elements within his new system of healing. These comprised the restoration of bodily structure and function through palpatory assessment and manipulative treatment, and a holistic view that included physical, mental, and spiritual health. The American School of Osteopathy was eventually established in Kirksville, Missouri in 1892. As schools of osteopathy evolved over the ensuing decades they became colleges of osteopathic medicine that accepted into their curricula the scientific advances that facilitated the development of new diagnostic technologies and the improved safety and effectiveness of drug therapies. Consequently, a convergence of osteopathic and allopathic medicine occurred in the latter half of the 20th century, with remarkable growth in the numbers of colleges of osteopathic medicine and osteopathic physicians that continues to this day. Nevertheless, such growth and convergence with allopathic medicine has led some to question the fundamental role of osteopathic principles and practice, particularly palpatory diagnosis and OMT, within the osteopathic profession in the 21st century.[@CIT0007]

Osteopathic Principles and Practice {#S0003}
===================================

The four key principles of osteopathic philosophy are: the human body is a dynamic unit of function; the body possesses self-regulatory mechanisms that are healing in nature; structure and function are interrelated at all levels; and rational treatment is based on these principles.[@CIT0008] The "holistic" approach that is often attributed to osteopathic medical care is based upon these principles, which preceded the now widely accepted biopsychosocial model. A host of social factors that contribute to chronic pain are considered and addressed during the delivery of medical care under either paradigm.[@CIT0009] Thus, osteopathic physicians are uniquely positioned to manage patients with chronic pain because their philosophy embraces a biopsychosocial approach to patient care.[@CIT0010],[@CIT0011]

Contemporary thought includes five models that may explain the osteopathic approach to patient care: biomechanical, respiratory-circulatory, metabolic-energy, neurological, and behavioral.[@CIT0008] As espoused in the biomechanical model, osteopathic palpatory diagnosis and OMT are used to alleviate somatic dysfunction and thereby restore normal motion and function throughout the body. In the behavioral model, a holistic approach involves physical, psychological, social, cultural, behavioral, and spiritual aspects of medical care so that a collaborative patient-physician relationship may be established. The biomechanical and behavioral models are most highly relevant to the osteopathic approach to chronic pain management when viewed within the biopsychosocial paradigm. It is worth noting that the primary aims of the osteopathic approach are to restore function and promote health-related quality of life, not necessarily to reduce pain intensity. Thus, the osteopathic approach is congruent with recent views that a primary focus on pain intensity is misguided in the management of patients with chronic pain.[@CIT0012],[@CIT0013]

Preliminary research found that osteopathic physicians indeed displayed a practice style that was consistent with osteopathic principles, and that was most evident during patient encounters involving low back pain.[@CIT0014] More recent research provides further evidence that osteopathic physicians are more highly rated on measures of interpersonal manner and empathy than allopathic physicians, and that osteopathic medical care is associated with better clinical outcomes in patients with chronic low back pain.[@CIT0015] Most recently, it has been shown that patients treated by osteopathic physicians who use OMT for chronic low back pain report lesser pain intensity and back-related disability, while less often using opioids and nonsteroidal anti-inflammatory drugs, than patients treated by allopathic physicians.[@CIT0016] The latter study also found that the outcomes of patients treated by osteopathic physicians who did not use OMT were comparable to those of patients treated by allopathic physicians, and were significantly worse than those of patients treated by osteopathic physicians who used OMT for chronic low back pain.

Osteopathic Manipulative Treatment and Techniques {#S0004}
=================================================

Somatic dysfunction is defined as impaired or altered function of related components of the body framework system: skeletal, arthrodial, and myofascial structures, and their related vascular, lymphatic, and neural elements.[@CIT0017] Somatic dysfunction is characterized by positional asymmetry, restricted range of motion, tissue texture abnormalities, or tenderness.[@CIT0017] The latter may include pain elicited through palpation. Osteopathic manipulative treatment is used to alleviate somatic dysfunction by applying manually guided forces to improve physiologic function and support homeostasis.[@CIT0017] Research indicates that OMT is most often used to treat restricted range of motion and least often to treat tenderness or pain.[@CIT0018] These findings coincide with the biomechanical model of osteopathic medical practice and align with efforts to reduce pain impact rather than merely focusing on pain intensity.[@CIT0006],[@CIT0012],[@CIT0013]

Osteopathic manipulative treatment consists of more than 100 different techniques.[@CIT0019] The OMT techniques commonly used to treat chronic pain are summarized in [Table 1](#T0001){ref-type="table"}. The use of these techniques varies according to such factors as the somatic dysfunction to be treated and the training and proficiency of the osteopathic physician. A majority of patients treated with OMT have musculoskeletal complaints, although there is extensive involvement of other body systems.[@CIT0020] Consequently, osteopathic manipulative medicine (OMM) specialists and family medicine physicians are most likely to use OMT. Whereas OMM specialists are more likely to use fascial ligamentous release techniques and cranial techniques, family medicine physicians more often report using high-velocity, low-amplitude thrusts than non-primary care physicians.[@CIT0021]Table 1Common OMT Techniques for the Management of Chronic Pain.[@CIT0017]Technique NameDescriptionIndicationHigh-velocity/low amplitude thrustRapid force of brief duration traveling a short distance, applied into a restrictive barrier.Somatic dysfunction of an articulation.Muscle energyPatient's muscles are activated upon request, from a precisely controlled position, in a specific direction, and against a distinctly executed physician counterforce.Somatic dysfunction of a myofascial structure.Direct myofascial releaseDysfunctional myofascial tissues are loaded and a restrictive barrier is engaged with a constant force.Somatic dysfunction of a myofascial structure.Indirect myofascial releaseDysfunctional myofascial tissues are loaded and guided toward the position of greatest ease.Somatic dysfunction of a myofascial structure.CounterstrainSpecific positioning about a tender point intended to induce spontaneous release.Presence of a tender point (small, hypersensitive point in myofascial tissue that does not have a pattern of pain radiation)Cranial treatmentTechniques applied to the cranial bones intended to address dysfunction of the primary respiratory mechanism.Somatic dysfunction of the primary respiratory mechanism.Visceral manipulationTechniques directed to the viscera or their supportive structuresImpaired mobility or motility of a visceral system and its related elements.

The selection of an OMT technique should be based on the etiology of the somatic dysfunction, patient characteristics and preferences, and physician level of proficiency with different techniques.[@CIT0022] The etiologies of somatic dysfunction often interact through biomechanics and neurological reflexes. For example, positional asymmetry of an articular structure may shorten one muscle group while lengthening the antagonist muscle group, resulting in myofascial tissue texture changes. Thus, an articular somatic dysfunction may produce a secondary myofascial somatic dysfunction. In this case, patient response and physician judgment will determine whether one or more OMT techniques are needed to address the resultant physical findings and restore homeostasis.

Patient characteristics and preferences should be considered when selecting an appropriate OMT technique.[@CIT0022] Special consideration should be given to patient age and comorbid conditions. For example, more forceful techniques (eg, high-velocity, low-amplitude thrusts) should be avoided in older patients and in those with osteoporosis to prevent the risk of injury. Likewise, infants and young children are generally unable to adequately respond to verbal instruction, thereby precluding techniques (eg, muscle energy techniques) that require active patient participation. However, patients with prior exposure to OMT may have meaningful input regarding positive or negative responses to certain treatment techniques in the past. Eliciting such information when selecting OMT techniques allows physicians to actively engage patients in their treatment plan and promotes shared decision-making.

Because the effectiveness of OMT depends upon its skilled application, physicians should consider their level of proficiency when selecting among potentially indicated techniques. It is unlikely that osteopathic physicians will be equally and highly proficient in all of the many techniques, particularly if they are not trained as OMM specialists or infrequently use OMT. Thus, physicians should select techniques they are comfortable performing. The potential risk with a given OMT technique should be balanced with the aforementioned patient and physician factors prior to its selection. Gentle techniques are generally preferred over more forceful techniques to minimize the risk of injury.

Evidence for the Efficacy of Osteopathic Manipulative Treatment of Chronic Pain {#S0005}
===============================================================================

Two systematic searches of the biomedical literature were performed to find relevant studies of OMT for chronic pain. The first search, which was performed in January 2020 and focused on individual studies, identified 239 citations ([[Supplemental Appendix 1](http://www.dovepress.com/get_supplementary_file.php?f=183170.pdf)]{.ul}). The second search, which was performed in February 2020 and focused on related systematic reviews and meta-analyses, identified 49 citations ([[Supplemental Appendix 2](http://www.dovepress.com/get_supplementary_file.php?f=183170.pdf)]{.ul}). A final search of the ClinicalTrials.gov database was performed in March 2020 using the term "osteopathic" filtered for studies that were "interventional," "completed," and "with results." Of the 18 studies identified in this search, only the results for the OSTEOPATHIC Trial were relevant to this review ([[Supplemental Appendix 3](http://www.dovepress.com/get_supplementary_file.php?f=183170.pdf)]{.ul}).

These individual studies and systematic reviews primarily involved OMT in the management of chronic low back pain. The earliest review, which conducted meta-analysis of six trials that included a total of 525 patients, concluded that OMT significantly reduced low back pain intensity.[@CIT0023] The reported effect size for OMT in reducing pain intensity (Cohen's d=0.30) is consistent with a small treatment effect, based on recommendations established by the Cochrane Back Review Group (Cohen's d\<0.5).[@CIT0024] Nevertheless, this OMT effect size is comparable to that reported for nonsteroidal anti-inflammatory drugs.[@CIT0025] The studies included in this review did not provide sufficient data to conduct meta-analysis of physical functioning or quality-of-life outcomes. Although the use of osteopathy in Europe and other nations is beyond the scope of this review because of heterogeneous regulatory statues and practice rights around the globe, it is noteworthy that the magnitude of OMT effects was comparable in the three trials conducted in the United States (Cohen's d=0.31) as compared with the three trials in the United Kingdom (Cohen's d=0.29).[@CIT0023] There was not a sufficient number of trials to conduct meta-analyses according to the chronicity of low back pain. However, a subgroup analysis involving four trials with long-term follow-up extending up to 1 year (ie, suggesting relevance to chronic low back pain) found significant reductions in low back pain intensity with OMT (Cohen's d=0.41). Based largely on the results of this review, the American Osteopathic Association developed and issued its first clinical practice guideline in 2010.[@CIT0026] The guideline provided an algorithm for decision making pertaining to the use of OMT in patients with low back pain and supports the use of OMT in patients with chronic low back pain, as manifested by somatic dysfunction.

A subsequent review, which conducted meta-analysis of 10 trials that included a total of 1141 patients, similarly concluded that OMT significantly reduced low back pain intensity.[@CIT0027] However, a majority of the trials included in the meta-analyses for all low back pain (and specifically for chronic low back pain) were conducted outside the United States. The reported overall effect size for OMT in reducing pain intensity (weighted mean difference=12.91) represents a medium treatment effect (weighted mean difference, 10--20).[@CIT0024] The larger number of trials and patients in this review enabled meta-analyses of functional status. A significant improvement in functional status was observed with OMT (standardized mean difference=0.36), which represents a small treatment effect (standardized mean difference\<0.5).[@CIT0024] Meta analyses that included only trials of patients with chronic low back pain similarly found significant results for pain intensity (weighted mean difference=14.93; medium treatment effect) and functional status (standardized mean difference=0.32; small treatment effect). Although these systematic review findings were included in the updated American Osteopathic Association clinical practice guideline for low back pain, the treatment algorithm and recommendations for OMT use remained unchanged.[@CIT0028]

The OSTEOPATHIC Trial is the largest randomized controlled trial conducted to assess the efficacy of OMT for chronic low back pain.[@CIT0029] It consisted of a 2 x 2 factorial design, wherein 455 patients were randomized to OMT, ultrasound therapy, or their respective sham comparators. The OMT group received six treatments over 8 weeks based on an algorithmic approach that targeted the lumbosacral, iliac, and pubic regions to receive high-velocity, low-amplitude thrusts; moderate-velocity, moderate-amplitude thrusts; soft tissue stretching, kneading, and pressure; myofascial stretching and release; counterstrain treatment; and muscle energy techniques. Intention-to-treat analyses conducted at 12 weeks post-randomization found significant reductions in pain intensity with OMT, all in the range of medium treatment effects[@CIT0029] (risk ratios for moderate and substantial pain improvements ranging from 1.25 to 2.0).[@CIT0024] Although significant improvements in back-related functioning or general health were not observed in patients in the OMT group, they reported significantly lesser use of prescription medication for low back pain during the trial.

Subsequent analyses of the OSTEOPATHIC Trial data were performed based on new recommendations for reporting study outcomes that emerged from the National Institutes of Health Task Force on Research Standards for Chronic Low Back Pain.[@CIT0030] These analyses, the results of which were published after the American Osteopathic Association updated its clinical practice guideline, focused on responder analysis for chronic pain recovery[@CIT0031] and cumulative distribution functions for treatment response.[@CIT0032] Recovery from chronic low back pain at the 12-week end point was defined using the rigorous composite measure of pain intensity ≤10 mm/100mm on a visual analogue scale and disability score ≤2/24 on the Roland-Morris Disability Questionnaire for back-related functioning.[@CIT0033] A significantly increased likelihood of recovery from chronic low back pain was observed in the OMT group (risk ratio=2.36).[@CIT0031] This met the criterion for a large treatment effect (risk ratio\>2),[@CIT0024] and the effect persisted after adjustment for potential confounders. Cumulative distribution functions also found large treatment effects with OMT in the subgroups of patients with baseline pain intensity scores ≥35 mm/100mm on a visual analogue scale and with baseline Roland-Morris Disability Questionnaire scores ≥16/24.[@CIT0032] It was recommended that patients with chronic low back pain having such levels of pain intensity or back-related disability be targeted to receive a trial of OMT prior to using more costly or invasive treatments.

There exists only a limited amount of evidence for the efficacy of OMT in chronic pain conditions other than low back pain. A systematic review of OMT for chronic neck pain included three trials with a total of 123 patients.[@CIT0034] The related meta-analysis found significant improvement in pain intensity representing a medium treatment effect (weighted mean difference=13.04), but without significantly improved functional status. The study findings were limited by small sample size, heterogeneity of comparator groups, and lack of long-term followup.

Another systematic review of OMT for headache included five trials with a total of 265 patients.[@CIT0035] Three trials investigated tension-type headache and the other two studied migraine headache. These studies generally demonstrated that OMT decreased pain intensity and frequency, decreased medication use, or improved quality-of-life in patients with tension-type or migraine headache. However, meta-analysis was not performed because of the heterogeneity of studies, which were also noted to be of relatively poor quality.

Safety of Osteopathic Manipulative Treatment of Chronic Pain {#S0006}
============================================================

Osteopathic manipulative treatment is generally considered to be safe, particularly when performed by physicians trained in the United States. Historically, most reports of serious adverse events potentially associated with OMT have been based on anecdotal evidence or sporadic case reports. A major review of reported injuries following manipulative therapies included 128 articles published from 1925 to 1993 in 15 countries.[@CIT0036] The review found 115 reported injuries in the United States during this time period. However, osteopathic physicians were implicated in only two of these injuries. The remaining injuries were presumably attributed to other types of manipulative therapy practitioners, allied health professionals, or lay persons. The limitations of such research are that only serious injuries are likely to be reported and that the actual number of persons at risk of injury is generally unknown. Nevertheless, the review estimated that several hundred million manipulative treatments were performed annually in the United States at the time.

The cervical region is among the most likely to be injured or adversely affected by the use of spinal manipulation to manage pain. Although arterial dissections or aneurysms have been reported following such manipulation, studies of these phenomena have been largely limited to chiropractic manipulation.[@CIT0037]--[@CIT0039] Such cases have been rarely, if ever, reported among patients treated by osteopathic physicians in the United States.[@CIT0036] The rarity of such serious adverse events renders impractical the use of prospective cohort studies to assess incidence rates and risk factors, and even retrospective case-control studies have not been conducted. Unlike with chronic low back pain, there have been no major trials of OMT for neck pain to prospectively assess the risk of common or serious adverse events.

Adverse events were reported by 6% of patients with chronic low back pain randomized to OMT in the OSTEOPATHIC Trial, which involved receiving six treatments over a period of 8 weeks.[@CIT0029] This incidence of adverse events was not significantly different than that reported in the sham OMT group. The incidence of adverse events following OMT has been more generally assessed in an osteopathic practice-based research network in the United States.[@CIT0040] Therein, an adverse event incidence rate of 2.5% was observed immediately after OMT among 925 patients who participated in 1915 office encounters. However, no comparator group was available for study. The most commonly reported adverse event was pain or discomfort. Remarkably, it was reported that high-velocity, low-amplitude thrusts were significantly less likely to be associated with adverse events immediately after treatment than were other OMT techniques (odds ratio=0.22). The prevention of adverse events may be enhanced by using patient risk stratification to determine the appropriateness of OMT in various pain management scenarios.[@CIT0041]

Cost Effectiveness of Osteopathic Manipulative Treatment of Chronic Pain {#S0007}
========================================================================

Few studies have addressed the cost effectiveness of OMT for chronic pain conditions in the United States. Systematic reviews of the cost effectiveness of OMT in a broader context have highlighted many of the limitations of the studies published in this area.[@CIT0042],[@CIT0043] Nevertheless, the Medical Expenditure Panel Survey was used to compare the cost effectiveness of six medical specialties and four other health care professionals in treating back and joint problems.[@CIT0044] The medical specialty described as "osteopathic medicine" likely represented physicians who routinely used OMT in their practice (ie, OMM specialists). The study found that these osteopathic medicine physicians were cost effective in achieving combined physical and mental health outcomes in the patient domains of mobility, self-care, usual activities, pain/discomfort, and anxiety/depression. However, the study did not provide results that were specific to patients with chronic pain.

Patient Satisfaction with Osteopathic Manipulative Treatment of Chronic Pain {#S0008}
============================================================================

Somewhat more research has been conducted on patient satisfaction with OMT for chronic pain. A study of patients seen at an OMM specialty clinic that primarily treated musculoskeletal conditions, including chronic low back pain, found that patients were most satisfied with the interpersonal manner of their physicians.[@CIT0045] In that study, overall patient satisfaction was highly associated with perceived efficacy of OMT and improvement in pain or discomfort with OMT. An early randomized controlled trial of OMT for chronic low back pain found that patients who received OMT were significantly more likely to report global satisfaction with their back care over a period of 6 months than patients who received no intervention.[@CIT0046] Subsequently, the OSTEOPATHIC Trial found that patients who received OMT were significantly more likely to report being very satisfied with their back care over a period of 12 weeks than patients who received sham OMT.[@CIT0029] Registry patients with chronic low back pain who received care from osteopathic physicians have also reported higher levels of satisfaction with physician interpersonal manner than patients treated by allopathic physicians, while also reporting lesser back-related disability.[@CIT0015]

Challenges in Implementing Osteopathic Manipulative Treatment of Chronic Pain {#S0009}
=============================================================================

The extent to which OMT is used in medical practice is highly variable despite the required training received by all osteopathic physicians in the United States.[@CIT0047]--[@CIT0050] The Osteopathic Survey of Health Care in America found that men, persons with low levels of education, and non-White and Hispanic patients were significantly less likely to have ever received OMT during their lifetime.[@CIT0051]

These findings suggest that perceptional and economic barriers may exist in accessing OMT. Results from the National Ambulatory Medical Care Survey demonstrate that osteopathic physicians treat a disproportionately large percentage of patients with low back and neck pain;[@CIT0052] however, the specific use of OMT in such patients cannot be measured with the available data. Further results from the latter study indicate that the amount of time spent by osteopathic physicians in treating patients during primary care visits for low back pain (17.9 min) and neck pain (17.3 min) is not significantly different than the time spent by allopathic physicians in treating such patients with low back pain (17.9 min) and neck pain (18.6 min).[@CIT0052] These findings suggest that osteopathic physicians infrequently spend time to deliver OMT in addition to other services required during medical encounters for chronic pain within the context of a busy primary care setting. Correspondingly, a majority of osteopathic physicians in a national survey reported that they used OMT on less than 5% of their patients, although virtually all of them agreed that it is an efficacious treatment.[@CIT0047] Similarly, in a survey of osteopathic physicians practicing in Ohio, almost one-half of respondents reported that they had not used OMT on any patient during the previous week.[@CIT0049]

Factors consistently associated with decreased OMT use in medical practice include lacking satisfactory OMT training in the postdoctoral years, practicing in a non-primary care specialty, and being unprepared to integrate OMT into practice.[@CIT0047]--[@CIT0049] These inhibitory factors are likely to intensify as more osteopathic medical students seek training in residency programs under the umbrella of the Accreditation Council for Graduate Medical Education and proportionately fewer graduates enter primary care specialties (particularly family medicine) wherein OMT is more likely to be used. Under such circumstances, it is difficult to envision OMT remaining as an integral aspect of the professional identity of osteopathic medicine.[@CIT0053] Interestingly, lack of conclusive evidence of the efficacy of OMT (other than for low back pain) is infrequently cited by osteopathic physicians as a reason for not using it in medical practice. Conversely, there has not been any evidence to show that development and dissemination of the American Osteopathic Association guidelines[@CIT0026],[@CIT0028] have increased the use of OMT in patients with chronic low back pain.

Challenges in Performing Research on Osteopathic Manipulative Treatment of Chronic Pain {#S0010}
=======================================================================================

There are unique challenges in performing research on the efficacy and safety of OMT for chronic pain, particularly clinical trials.[@CIT0054] The prevailing standards in designing clinical trials have been largely developed in response to the need for assessing new drugs for specific indications. These usually involve rigid research protocols within the context of explanatory trials to assess efficacy. Such trials of OMT are difficult to perform. Fundamentally, the use of OMT should be guided by palpatory examination for somatic dysfunction. However, osteopathic physicians demonstrate substantial variability in their diagnosis of somatic dysfunction and, consequently, their approach to OMT.[@CIT0018],[@CIT0021] Thus, unlike prescription drugs manufactured under strict quality control standards, OMT is an intervention that is inherently variable from one treatment session to another. Beyond inter-physician variability in diagnosis and treatment of somatic dysfunction, there is variability in the latter also attributable to patients. Chronic pain generally requires ongoing OMT that is tailored to the individual patient and that should be delivered through an iterative process that assesses somatic dysfunction and then responds with appropriate treatment. Other factors that warrant consideration within a clinical trial of OMT for chronic pain are the frequency and timing of treatment sessions, treatment fidelity among providers and over time, selection of appropriate control treatments, maintenance of OMT effect, and potential resolution of somatic dysfunction or recovery from chronic pain. For these reasons, pragmatic trials that assess the effectiveness of OMT for chronic pain and observational studies are generally more feasible than explanatory trials that assess OMT efficacy.

Conclusions {#S0011}
===========

Osteopathic physicians in the United States are uniquely positioned to manage chronic pain because their professional philosophy embraces the biopsychosocial model and they are trained in the use of OMT to complement conventional medical care. Nevertheless, national surveys indicate that men, persons with low levels of education, and non-White and Hispanic patients are significantly less likely to have ever received OMT in their lifetime, and that many osteopathic physicians infrequently use OMT in medical practice. Osteopathic manipulative treatment is most often used by patients with low back and neck pain. Although OMT is considered safe, based on millions of patient encounters over more than a century, there is generally limited evidence on its efficacy for chronic pain. However, there is substantial evidence from systematic reviews, a large clinical trial, and observational studies to support its use in patients with chronic low back pain. Consequently, the only clinical practice guideline established by the American Osteopathic Association supports the use of OMT to treat chronic low back pain in patients with somatic dysfunction. Given this and other national guidelines relating to non-pharmacological treatments for chronic pain, it is unclear why osteopathic physicians do not report using OMT more often.
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